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Cervical Cancer Screening in the Urgent Care Setting

 

Holly Batal, MD, Stacy Biggerstaff, MS, Terry Dunn, MD, Philip S. Mehler, MD

 

OBJECTIVE: 

 

To determine the feasibility of cervical cancer
screening in an urgent care clinic.

 

DESIGN: 

 

Prospective randomized trial.

 

SETTING: 

 

Public teaching hospital.

 

PATIENTS: 

 

Women presenting to the urgent care clinic whose
evaluation necessitated a pelvic examination were eligible for
participation. Women who had a hysterectomy, had a docu-
mented Pap test at our institution in the past year, did not
speak English or Spanish, or had significant vaginal bleeding
were excluded. Women presenting to the gynecology clinic
for a scheduled Pap test were used as a comparison group for
rates of follow-up, Pap smear adequacy, and Pap smear abnor-
malities.

 

INTERVENTIONS: 

 

Women randomized to the intervention group
had a Pap test performed as part of their pelvic examination,
while women in the usual care group were encouraged to
schedule an appointment in the gynecology clinic at a later
date. The women in the two groups completed identical ques-
tionnaires regarding cervical cancer risk factors and demo-
graphic information.

 

MEASUREMENTS AND MAIN RESULTS: 

 

Ninety-four (84.7%) of
111 women in the intervention group received a Pap test, as
compared with 25 (29%) of 86 in the usual care group (

 

P

 

 

 

,

 

.01). However, only 5 (24%) of 21 women with abnormal Pap
smears in the intervention group received follow-up com-
pared with 6 (60%) of 10 women seen during the same time
period in the gynecology clinic for self-referred, routine an-
nual examinations (

 

P

 

 

 

5

 

 .11). Pap smears obtained in the ur-
gent care clinic were similar to those in the gynecology clinic
with regard to abnormality rate (22.3% vs 20%; 

 

P

 

 

 

5

 

 .75, re-
spectively) and specimen adequacy (67% vs 72%; 

 

P

 

 

 

5

 

 .54, re-
spectively).

 

CONCLUSIONS: 

 

Urgent care clinic visits can be used as oppor-
tunities to perform Pap test screening in women who are un-
likely to adhere to cervical cancer screening recommenda-
tions. However, to accrue the full potential benefit from this

 

C

 

ervical cancer is the most common malignancy af-
fecting women worldwide.

 

1

 

 The slow natural history
of cervical cancer lends itself well to a screening program
that identifies dysplasia and prevents it from developing
into invasive carcinoma. A large body of convincing scien-
tific evidence supports the value of the Pap smear for re-
ducing cervical cancer mortality by 20% to 60%.

 

2

 

 With
mass screening programs, cervical cancer mortality rates
have dropped dramatically.

 

3,4

 

 However, the success of
mass screening has not been uniform in the United States.
Data from the 1992 National Health Interview Survey
showed that only 43% of women had had a recent Pap
test.

 

5

 

 Within certain subpopulations the incidence and
mortality of invasive cervical cancer notably exceed those
for white, higher-income, and better-educated women.

 

6–9

 

Consistent with this inequity, 38% of women with annual
incomes less than $10,000 per year and 42% of women
with less than a high school education have not had a
Pap test within the preceding 3 years.

 

10

 

 Nevertheless, a
high percentage of those not appropriately screened for
cervical cancer have received some form of medical care
within the previous 5 years.

 

11,12

 

A few studies have looked at the feasibility of screen-
ing women for cervical cancer at the initial point of con-
tact with the health care system. A review of cervical can-
cer screening studies in sexually transmitted disease
(STD) clinics pointed out that these screening trials were
successful in detecting and treating precursor lesions of
cervical cancer, but follow-up was often poor.

 

13

 

 Studies
evaluating the efficacy of performing Pap tests on patients
presenting to emergency departments suffered from meth-
odological difficulties, but did find high cervical cancer
detection rates.

 

14,15

 

Uninsured persons are much more likely to have cur-
rent health care needs, lack a primary care physician,
and depend on urgent care clinics and emergency depart-
ments for routine health care.

 

16,17

 

 Therefore, we under-
took a project in our public hospital’s urgent care clinic to
evaluate and compare the feasibility of cervical cancer
screening in this setting versus referral to a gynecology
clinic for screening. In the measurement of feasibility our
emphasis was not solely on receipt of Pap test, but fo-
cused also on the ability to achieve follow-up on women
with abnormal Pap smears.
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intervention, an improved process to ensure patient follow-
up must be developed.
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METHODS

Participants

 

This was a prospective randomized study conducted
at Denver Health Medical Center, an acute care urban
public hospital, during the period from October 1997
through December 1997. All female patients aged 18 to
70 years presenting to the urgent care departments, Mon-
day through Friday, 8 

 

AM

 

 to 8 

 

PM

 

, were eligible. Women
who presented to the gynecology clinic for self-scheduled
annual examinations during the time of the study were
used as a comparison group for Pap smear adequacy, Pap
smear abnormality, and follow-up rates.

Women presenting to the urgent care clinic were ap-
proached for participation by the study coordinator after
they had been assessed in the clinic’s triage area and
identified as having symptoms for which a pelvic exami-
nation is usually recommended, such as vaginal bleeding,
vaginal discharge, or lower abdominal or pelvic pain. Pro-
viders also advised the study coordinators of women who
were undergoing a pelvic examination but had not been
previously identified in triage. Women were divided into
the intervention and usual care groups by randomization
of days at the initiation of the study using a random num-
ber table. Women in the intervention group had a Pap test
performed as part of their pelvic examination in the ur-
gent care clinic. Those in the usual care group were re-
ferred to schedule an appointment at a later date in the
gynecology clinic for Pap test screening. Women in all
groups were excluded if they spoke a language other than
English or Spanish, had a documented Pap test at our in-
stitution in the past year, or reported having had a hys-
terectomy. Women were not excluded for reporting a Pap
test within the preceding 12 months if we were unable to
verify this information at our institution. Written consent
was obtained from each participant as required by the In-
stitutional Review Board owing to the sensitive nature of
the information collected in the questionnaire. Consent-
ing women completed a questionnaire that was available
in both English and Spanish. This questionnaire con-
tained 20 items eliciting information related to demo-
graphics, risk factors for cervical cancer, prior Pap test
screening, previous treatment for abnormal Pap smears,
education level, prior history of STD, and usual source of
care. Only after consent was obtained and the question-
naire was completed were women notified of the group to
which they were assigned. Women in both groups were
given $5 for their participation in the study but were re-
quired to pay for all services that they received, including
the Pap test itself and any follow-up care that was neces-
sary. Women were alerted to this financial responsibility
before consenting to participate.

 

Procedures

 

Pap smears were obtained by the care provider evalu-
ating the patient (nurse practitioner, resident, or attend-

ing physician), using a standard single-slide technique with
a combination of a cytologic brush for the endocervical
component and an Ayres spatula for the exocervical com-
ponent. The pathology department evaluated the Pap smears
in its usual fashion and reported results according to the
Bethesda protocol. For purposes of this study a Pap smear
was considered abnormal if the result was reported as atyp-
ical squamous cells of unknown significance (ASCUS) or any
grade of dysplasia. Evidence of infection or inadequate
smears were not considered abnormal unless they were
accompanied by any of the preceding descriptors. Women
in the usual care group underwent a pelvic examination,
but did not receive a Pap test. These women were given a
card asking them to make an appointment in the gynecol-
ogy clinic at a later time to have their Pap test. Although
they were referred to the gynecology clinic to make their
Pap test appointment, they were considered compliant with
this recommendation if they had a Pap test in any of the
community health clinics within our system. Women in
the intervention group who had an abnormal Pap smear
were tracked by the gynecology clinic according to its usual
notification and treatment protocol. This consists of a track-
ing system wherein 3 attempts are made by mail to notify
each woman with an abnormal Pap smear. The initial let-
ter contains a follow-up appointment as well as informa-
tion in English and Spanish detailing why follow-up for an
abnormal Pap smear is necessary. The third letter is sent
by certified mail to the last known address. After clinic vis-
its, charts were abstracted for pregnancy status, culture
results, Pap smear results, treatment for infection at the
time of the initial visit, subsequent Pap smears after refer-
ral, and clinic follow-up for abnormal Pap smears. Insur-
ance information, patient age, and patient ethnicity were
taken from hospital registration records. All women were
followed for 6 months before being defined as noncompli-
ant with scheduling and attending an appointment for
their Pap test or for follow-up of an abnormal Pap smear.

 

Data Analysis

 

The main outcomes measured were follow-up rates
for an abnormal Pap smear. Receipt of Pap tests and the
groups were compared using 

 

x

 

2

 

 analysis for the categori-
cal variables or Fisher’s exact test when one or more cell
size was small. For continuous variables the mean 

 

6

 

 SD
was reported and compared using a 2-sample 

 

t

 

 test or
nonparametric equivalent Wilcoxon rank sum test. All
analyses were performed using SAS software, and statisti-
cal significance was defined using 

 

a

 

 

 

5

 

 .05.

 

RESULTS

 

There were 197 eligible women who presented to the
urgent care clinic during the study; the allocation of these
women to the study groups is shown in Figure 1. Women
who refused participation did not differ from women en-
rolled in the study in age, ethnicity, or insurance status.
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The demographic characteristics of the intervention
and usual care groups appear in Table 1. Demographic
information, as well as profiles of self-reported cervical
cancer risk factors, were available only for those women
who consented to participate. Groups were similar with
respect to age, insurance status, education, ethnicity,
and self-reported history of prior abnormal Pap smears.
They were also similar with regard to most of the cervical
cancer risk factors, such as age at first intercourse, num-
ber of partners, current tobacco use, history of STD, and
condom use. Women in the intervention group were more
likely to report that they had never had a Pap test or that
their last Pap test was more than 3 years ago (28% vs

12%; 

 

P

 

 

 

5

 

 .02) and to self-report their last Pap smear as
abnormal (23% vs 8%; 

 

P

 

 

 

5

 

 .03). Women in the usual care
group were more likely to report their usual site of care at
our institution (74% vs 55%; 

 

P

 

 

 

5

 

 .02).
Of the women initially receiving care in the urgent care

clinic, 197 eligible women were included in the intention-to-
treat analysis. There were 111 women assigned to the in-
tervention group; a Pap test was performed on 94 of them,
for a receipt rate of 84.7%. Of the 86 women assigned to
the usual care group, only 25 women (29%) returned for a
subsequent Pap test. Thus, there was a statistically sig-
nificant difference in the rate of receipt of Pap tests be-
tween the 2 groups (

 

P

 

 

 

,

 

 .01).
In the usual care group a woman’s compliance with

scheduling and attending an appointment for a Pap test
was greatly influenced by her pregnancy status. Of the 82
women who were actually referred, 24 (29%) were preg-
nant. Sixty-three percent of these pregnant women at-
tended an appointment for a Pap test, compared with only
17% of the nonpregnant women (

 

P

 

 

 

,

 

 .01). When the com-
parison was limited to nonpregnant women, the rate of
Pap test receipt differed even more dramatically between
the intervention and usual care groups (100% vs 17%;

 

P

 

 

 

,

 

 .01). Multivariate analysis for this outcome was not
completed owing to substantial missing data on the cova-
riates.

In the intervention group, our ability to obtain follow-
up of women with abnormal Pap smears was less than
optimal. Twenty-one women in this group had an abnor-
mal Pap smear (22.3%). Of these, only 5 (23.8%) complied
with their gynecology clinic follow-up. Again, there was a

FIGURE 1. Allocation of patients to study groups.

 

Table 1. Characteristics of intervention and usual care groups

 

Indicator Intervention Group

 

*

 

Usual Care Group

 

†

 

P

 

 value

 

‡

 

Mean age 

 

6

 

 SD, y 28 

 

6

 

 8 27 

 

6

 

 9 NS
Insurance (%) 19 (20) 21 (26) NS
Ethnicity, 

 

n 

 

(%) NS
White 21 (22) 24 (29)
Black 23 (24) 14 (17)
Hispanic 49 (52) 43 (52)
Other 1 (1) 1 (1)

Last Pap 

 

.

 

3 y ago or never, 

 

n

 

 (%) 21 (28) 8 (12) .02
Last Pap abnormal, 

 

n

 

 (%) 16 (23) 5 (8) .03
History of abnormal Pap, 

 

n

 

 (%) 30 (36) 18 (24) NS
Last Pap at Denver Health, 

 

n

 

 (%) 26 (37) 19 (33) NS
Record of Pap at Denver Health in last 3 y, 

 

n

 

 (%) 12 (13) 17 (21) NS
Usual site of care is Denver Health, 

 

n

 

 (%) 42 (55) 45 (74) .02
History of STD, 

 

n

 

 (%) 40 (43) 30 (37) NS
Age 16 y at first intercourse, 

 

n

 

 (%) 58 (64) 42 (53) NS
More than 2 lifetime sexual partners, 

 

n

 

 (%) 57 (65) 51 (66) NS
Condom use, 

 

n

 

 (%) 34 (38) 30 (41) NS
Current tobacco use, 

 

n

 

 (%) 44 (48) 35 (47) NS
Education, high school degree or higher, 

 

n

 

 (%) 62 (70) 52 (68) NS

*

 

Includes 17 patients who refused participation.

 

†

 

Includes 4 patients who refused participation.

 

‡

 

NS indicates not significant.
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trend for pregnancy status to predict who would actually
present for follow-up. Although the numbers were small,
2 (67%) of 3 pregnant women presented for follow-up,
compared with only 3 (17%) of 18 women who were not
pregnant (

 

P

 

 

 

5

 

 .13). When compared with women who had
self-referred and kept their appointments for annual ex-
aminations in the gynecology clinic, women in the inter-
vention group with abnormal Pap smears had much lower
rates of follow-up (23.8% vs 60.0%; 

 

P

 

 

 

5

 

 .11).
There was no difference in the quality of Pap smears

obtained from the intervention group as compared with
those obtained from the comparison group who attended
the gynecology clinic. Of the Pap tests performed in the
urgent care clinic, 63 (67%) of 84 were adequate, as com-
pared with 36 (72%) of 50 done in the gynecology clinic (

 

P

 

 

 

5

 

.54). In addition, Pap smear abnormality rates did not dif-
fer between smears obtained in the urgent care clinic and
in the gynecology clinic (rate of abnormal Pap smears,
22.3% vs 20%; 

 

P

 

 

 

5

 

 .75).

 

DISCUSSION

 

Our results demonstrate that follow-up for abnormal
Pap smears from women examined in the urgent care
clinic is less effective than that for women who self-refer
and keep their routine gynecology clinic appointments.
However, our results are encouraging in that they demon-
strate that cervical cancer screening rates can be im-
proved in a public hospital urgent care clinic by performing
Pap tests at the time of a pelvic examination for a pa-
tient’s acute complaints, rather than relying on the refer-
ral process. This method increased receipt of Pap tests by
over 44%. This is especially significant because 20% of
women seen in our urgent care clinic reported not having
had a Pap test in the last 3 years. Indeed, women who
lack primary care and cite the emergency department or
urgent care clinic as their regular place of care are the
least likely to receive preventive care services.

 

18,19

 

We also demonstrated that the Pap smear specimens
obtained from our urgent care clinic were equal in quality
to those from the gynecology clinic. Despite concerns that
vaginal bleeding and cervical infection would obscure Pap
smear results, this was not found to be the case. The bias
against performing Pap tests in the presence of possible
infection or bleeding may cause health care providers to
miss valuable opportunities to perform screening because
of unfounded concerns regarding smear quality.

A number of caveats in the interpretation of this
study deserve mention. First, the number of refusals to
participate was greater in the intervention group (15.3%)
than in the usual care group (4.7%). Because women were
notified of their group assignment only after consent,
there is no discernible explanation for this difference
other than chance. Second, for those women who con-
sented to participate, there were some differences be-
tween the intervention and usual care groups. The usual

care group more frequently reported that they were up-to-
date in their Pap test screening and that their last Pap
smear was normal. Whether these small differences would
somehow account for a lower acceptance of scheduling an
appointment for a Pap test in the usual care group, thus
biasing the results, is unclear. As Pap test receipt was re-
ported in terms of a true intention-to-treat analysis, this
inclusion of women who refused participation made it im-
possible for us to correct the Pap test receipt rates for
these observed differences between the intervention and
usual care groups.

In addition, it is difficult to generalize our results to
other institutions whose patient demographics may differ
substantially. However, perhaps the greatest limitation
was in screening only women already receiving a pelvic
examination. Although this is logical owing to patient and
provider acceptability, the majority of women present to
the clinic with other complaints. Thus, a large number of
women were not offered screening. An emergency depart-
ment study group who attempted to screen all women
who presented regardless of their need for a pelvic exami-
nation found they would not reach the majority of eligible
women and had difficulty following those with abnormal
Pap smear. However, they did detect a high rate of cervi-
cal cancer. The National Health Interview Survey data
showed that older women were most likely to be inade-
quately screened, with 16.6% never having had a Pap
smear.

 

5

 

 An approach that attempted to screen all pre-
senting women would most likely have a greater impact
because it would include these higher-risk women.

Having a regular source of health care is clearly the
best predictor for receiving health care maintenance and
adequate treatment for common medical problems such
as hypertension.

 

20,21

 

 A study evaluating regular source of
care and receipt of preventive services found a linear
trend in increasing breast and cervical cancer screening
rates from those having no usual source of care, to those
having a usual source, and to those having a regular cli-
nician at that usual source of care location. That study
concluded that increased emphasis on continuity of care
may help to bridge the gap in access to cancer prevention
services for minority women.

 

22

 

Our intervention was effective in improving screen-
ing, but inadequate follow-up still presented a major bar-
rier to optimal cervical cancer prevention. Previous stud-
ies have shown that approximately one third of indigent
patients with abnormal Pap smears will not return for col-
poscopy, despite attempts to increase compliance.

 

20

 

 How-
ever, we made no attempt to document whether patients
initially referred for a Pap test, or subsequently contacted
for follow-up of an abnormal Pap smear, obtained care
outside our institution. This was unlikely to be a major
factor, as the follow-up rate in both groups was influenced
predominantly by pregnancy status. Pregnant women,
given their presumptive eligibility for Medicaid, are cov-
ered for care at numerous institutions. However, most
pregnant women in our study chose to obtain further care
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at our hospital. If this pattern of behavior were extended
to the nonpregnant women in our study, the majority of
whom had no insurance, then women of this group who
felt it necessary to obtain follow-up care would choose to
do so at our institution.

In our study, the patient was given the responsibility
to schedule follow-up because we were not able to sched-
ule patient appointments during all hours of operation.
However, it has been shown that the most important fac-
tor associated with compliance with follow-up referral is
scheduling appointments while the patient is still in the
walk-in unit.

 

23

 

 Although this could have improved follow-up
in the usual care group, the less than optimal rate of follow-
up in those women documented to have an abnormal Pap
smear would remain.

In the few studies evaluating follow-up for women
with abnormal Pap smears, rates varied from a low of
45% among women for whom referral for follow-up was
not for a suspected malignancy,

 

24

 

 to 92% for a group of
African-American women carefully tracked following an
abnormal diagnosis.

 

25

 

 Rates sometimes, but not always,
appear to vary by race, socioeconomic status, location of
residence, age, availability of payment mechanism, sever-
ity of preliminary diagnosis, access to follow-up care, and
screening location.

 

24–26

 

 In our study the most significant
predictor of follow-up was pregnancy status.

Ideally primary care should be the cornerstone of
medical practice, but the reality is that with barriers such
as appointment availability and transportation, many pa-
tients do not choose to access health care in this
mode.

 

27,28

 

 Therefore, urgent care clinics and emergency
departments at public hospitals assume an important
role in the health care system by virtue of their unique ac-
cessibility.

 

29,30

 

 The results of our study support the idea
that we should augment preventive services for patients
who tend to access their care through urgent care clinic
settings. Cancer screening programs in urgent care clin-
ics, such as the Pap test screening we performed, should
substantially increase the receipt of these important
preventive services by a group of patients who often have
unmet health needs and are at risk of experiencing worse
health outcomes. However, difficulty with patient follow-
up limits the full benefit of these programs. Further study
of how to improve compliance with follow-up is neces-
sary in order to realize the full benefit of screening in this
manner.

 

Funding for this research was provided by the Division of Gen-
eral Internal Medicine, University of Colorado Health Sciences
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